This study investigated the relationship between size of gastroesophageal varices and platelet count/spleen diameter ratio in cirrhotic patients.
P ortal hypertension is a pathological condition that onsets with abnormal increase (>5mm hemoglobin [Hg] ) in hepatic venous pressure gradient and causes dilatation of portosystemic collaterals [1] . Portal hypertension manifests itself most frequently as a complication of hepatic cirrhosis, and subsequently leads to development of esophagogastric varices. The incidence of gastroesophageal varices in cirrhotic patients ranges between 50-66% and life-threatening variceal bleeding can develop in 30-40% of patients with varices [1, 2] . Therefore detection and treatment of varices at an early stage is vital. Incidence of variceal bleeding varies between 5-15%. Most often it is esophageal varices that bleed; however, gastric varices are responsible for 10-36% of bleeding episodes. Studies have demonstrated that incidence of recurrent bleeding episodes and risk of mortality observed in cases with gastric variceal bleeding are higher when compared to esophageal varices [3] [4] [5] [6] .
The best method to detect varices in cirrhotic patients is endoscopic evaluation of upper gastrointestinal system, and if not contraindicated, it should be performed for every patient with diagnosis of cirrhosis [7] . However lack of necessary equipment for endoscopic screening, patient intolerance, and/or contraindication for endoscopy may delay detection of varices. In cases where endoscopy cannot be performed, various noninvasive methods have been developed to predict presence of varices. Therefore, correlation between various hematological parameters, imaging modalities, and endoscopic findings have been evaluated. Among these noninvasive methods, one of the most important is platelet count/spleen diameter ratio (P/S). It has been demonstrated in studies of cirrhotic patients that diagnostic sensitivity of P/S for large varices approaches as much as 90% [8] .
The present study investigated the relationship between size of varices and P/S ratio.
MATERIALS AND METHODS
A total of 186 patients diagnosed with cirrhosis and gastroesophageal varices treated at Ümraniye Training and Research Hospital between 2009 and Ozdil et al., Relationship between size of varices and platelet count/spleen size ratio in cirrhotic patients 47 2013 were included in the study. Patient data were evaluated retrospectively.
Diagnosis of cirrhosis was made using data obtained from clinical, laboratory examinations and/ or liver biopsy results. Cirrhotic patients who had undergone endoscopic examination at least once were included in the study. Laboratory tests were performed concomitantly with endoscopy, or 1 month before or after biopsy procedure. Only the most current endoscopic examination was taken into consideration for patients who had undergone multiple endoscopies. Demographic, clinical, and laboratory findings of patients were compared with endoscopic findings.
Disease stage of patients was determined according to the Child-Pugh scoring system based on prothrombin time (PT), albumin, bilirubin values, and presence of encephalopathy or ascites. Patients were classified into Child A (5-6 points), B (7-9 points), and C (10-15 points) groups [9] .
From automatically measured patient whole blood counts, the number of platelets in 1 cubic mm was determined. Platelet counts were divided by ultrasonographically measured maximum spleen diameter to calculate platelet counts/spleen diameter ratios (P/S) [10] .
Endoscopically detected esophageal varices were classified as small (minimum elevation from the esophageal mucosa), moderate (tortuous varices occupying less than one-third of lumen), and large (tortuous varices occupying greater than one-third of lumen) [3] . Since treatment guidelines recommend primary prophylaxis for moderate and large varices, these two categories were combined to form a single group. Thus, varices were evaluated based on two groups: small and medium or large.
Evaluation of gastric varices according to their location was made according to the classification system proposed by Sarin et al. Gastric varices were classified as gastroesophageal varices (GOV), and isolated esophageal varices (IGV). GOV are subdivided into GOV1, GOV at the level of small curvature, and GOV2, GOV at the level of the greater curvature. IGV located in the fundus are classified as IGV1, and those located in other regions of the stomach are defined as IGV2 [11] . Gastric varices were also classified as small (<5 mm), moderate (5-10 mm), and large (>10 mm) [12] .
Patients experiencing active variceal bleeding, those with a history of transjugular intrahepatic portosystemic shunt (TIPS) procedure, shunt surgery, and patients who had undergone band ligation, sclerotherapy, or variceal occlusion therapy were excluded from the study.
Approval for the study was obtained from the ethics committee of Ümraniye Training and Research Hospital. Patients were evaluated as four distinct groups (esophageal varices, GOV1, GOV2, and IGV1), and no significant difference between groups was found with respect to etiology of cirrhosis, hepatocellular carcinoma (HCC), or Child-Pugh classification (p>0.05). Nor was a significant intergroup difference found for the same parameters when the patients were evaluated in two groups: those with esophageal varices or all types of gastric varices (GOV1 + GOV2 + IGV1) ( Comparison of groups of varices based on P/S did not yield a significant difference; therefore, a significant correlation was not found between P/S and location of varices (Table 2) .
Statistical Analysis
Correlation between size of varices and P/S was investigated. Mean P/S ratios were 742.16±450.59 in large (medium-large) varices, and 917.41±477.51 in small varices. Mean P/S ratio was significantly lower in large varices group (p=0.04, Table 3 ). ROC curve analysis determined P/S limit of 1057. P/S ratios below this value had 82% sensitivity, 40% specificity, 79% positive, and 45% negative predictive values ( Figure 1 ). P/S ratio was not significantly different between large and small gastric varices (p>0.05).
Esophageal varices were compared to all types of gastric varices with regard to stage of cirrhosis (based on Child-Pugh classification), and significant intergroup difference was detected (p=0.033). Patients with Child-Pugh Stage A cirrhosis were significantly more numerous (53.1%) in all cases with gastric varices relative to the group with esophageal varices (29.2 %) (p=0.016). However, among Child B and Child C patient groups, the number of patients with esophageal varices did not differ significantly from those with gastric varices (p>0.05).
DISCUSSION
One of the most important complications of cirrhosis is variceal bleeding. Guidelines published by the Baveno VI Consensus Workshop and The American Association for the Study of Liver Dis- ease (AASLD) recommend screening for the presence of varices in all cirrhotic patients using upper gastrointestinal system endoscopy, and application of prophylaxis is advised in patients with a risk of bleeding [3, 13] . However, in cases where endoscopic procedures could not be performed or were postponed because of difficulties inherent to endoscopic examination (i.e., experienced team and cost), and various patient-related factors (i.e., state of health, fear of procedure), diagnosis and treatment may be delayed. Therefore, noninvasive methods have been developed to predict the presence and size of varices. In a study by Gue et al., correlation between size of varices and lower platelet and leukocyte counts was demonstrated [14] . Similarly, studies conducted in cirrhotic patients have demonstrated that decrease in platelet count and supranormal diameter of spleen are independent risk factors in determination of large esophageal varices [15, 16] . In recent years, P/S has been added to these noninvasive parameters. In studies of Mexican cirrhotic patients, González-Ojeda et al. demonstrated that P/S could predict presence of varices with 84% sensitivity and 70% specificity [17] . Sarangapani et al. reported that platelet count/spleen diameter ratio could predict large esophageal varices with higher sensitivity and specificity [18] . Meta-analysis performed by Ying et al. consisting of 20 studies and a total of 3063 patients evaluated the performance of platelet count/spleen diameter ratio in the prediction of esophageal varices, and the authors demonstrated that the noninvasive method can predict esophageal varices with 92% sensitivity [19] .
In the present study, P/S predicted size of the varices with 82% sensitivity and 79% positive predictive value. According to this outcome, in the follow-up of cirrhotic patients with varices who cannot tolerate and/or do not consent to endoscopic examination, P/S ratio can be a useful noninvasive method to evaluate size of varices.
In various studies, Child-Pugh scores have been demonstrated to be an important prognostic criterion in the prediction of survival of cirrhotic patients as well as bleeding risk of preexisting varices [9, 20, 21] . Similarly, some studies have demonstrated close association between Child-Pugh scores and recurrent bleeding risk of variceal bleeds that ceased spontaneously or as a result of treatment [22, 23] . Distribution of patients according to groups based on Child-Pugh stages revealed that cirrhotic patients in Child A stage were more numerous in all groups with gastric varices. For patients with gastric varices, diagnosis at Child A stage can contribute favorably to prognosis, improve hemostatic control, and decrease recurrence rates. This outcome may be important for patients with gastric varices in Turkish population. Large-scale prospective studies to support our findings are needed.
Retrospective design of the present study is a limitation. Prospective studies should be conducted for better evaluation and follow-up of patients with varices. Limited number of patients and conducting the study in a certain region of Turkey are further limitations that may not reflect the present condition throughout the country. Multi-centered studies will yield more reliable data.
In conclusion, this study demonstrated that P/S ratio could predict presence of large varices with a high sensitivity in patients with esophageal varices. Therefore, in the follow-up of varices in cirrhotic patients with esophageal varices not amenable to endoscopy, P/S ratio can be used as a noninvasive parameter. Child A stage cirrhosis was more frequently detected in patients with gastric varices, which may be important for prognosis. Large-scale prospective studies are needed.
